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Introduction
Transluminal placement of endovascular stent grafts
have, during the last decade, evolved as an alternative
to open surgical repair of aortic aneurysms.1–4 We
report a unique case with a complex aneurysmal sur-
gical history following an aortic dissection including
ligation of the descending aorta, extra-anatomic bypass
graft (EABG) from the ascending aorta to the left limb
of an aortobifemoral graft. An enlarging thoraco-
abdominal aortic aneurysm (TAAA), perfused in ret-
rograde fashion via the EABG and the Y-graft, was
excluded by percutaneous placement of a stent graft
from one limb of the Y-graft to the other.
Case Report
A 53-year-old man suffered an aortic type B dissection
(without involvement of the ascending aorta) 16 years
previously. He subsequently underwent multiple aor-
tic surgical procedures due to progressive aneurysm
formation including: (1) tube-graft replacement of the
proximal descending thoracic aorta, (2) an aorto-
bifemoral graft, (3) ligation of the descending thoracic
aortic tube graft combined with an extra-anatomic
bypass graft (EABG) from the ascending aorta to the
mid-part of the left Y-graft limb and all visceral vessels
anastomosed to the EABG and (4) replacement of the
aortic valve and ascending aorta with a composite
Fig. 1. Schematic drawing summarising the patient’s aortic surgicalgraft and the EABG reanastomosed to the ascending
history. The grafts are cross-hatched.aortic graft (Fig. 1). Follow-up computed tomographic
(CT) examinations demonstrated persistent perfusion
of an enlarging TAAA (Fig. 2A) and a left internal iliac
artery aneurysm (IIAA), both 8 cm in diameter. The* Please address all correspondence to: U. Nyman, Department of
Radiology, Malmo¨ University Hospital, S-205 02 Malmo¨, Sweden. internal iliac aneurysm was perfused in retrograde
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common femoral artery explorations and cannulations
resulting in marked cicatrisation of the groins. To
assess whether the spinal cord had any significant
perfusion via the TAAA, an angioplasty balloon was
placed in the proximal part of each Y-graft limb and
inflated for 30 minutes. No neurological signs of spinal
cord ischaemia appeared.
Three months following treatment of the IIAA the
(c)
Fig. 2. (a) Contrast-enhanced spiral CT demonstrating opacification of the thoracoabdominal aneurysm as well as the extra-anatomic
bypass graft (EABG) from the ascending aorta anterior to the left kidney. (b) Digital subtraction arteriogram of the aortobifemoral bypass
graft performed through the 8-F introducer located at the level of the junction of the EABG. Note retrograde filling of the aortic aneurysm
(AAA) and the 0.018 inch guidewire in place across the graft bifurcation. (c) Exclusion of the aortic aneurysm following placement of
three HemobahnTM stent grafts in tandem from the left to the right limb. (d) Post-procedural spiral CT demonstrating completely thrombosis
of the thoracoabdominal aneurysm.
fashion through the ipsilateral external iliac artery and
was excluded using overlapping HemobahnTM stent
grafts (W. L. Gore & Assoc., Flagstaff, AZ, U.S.A.)
placed percutaneously from an ipsilateral common
femoral artery approach.
A percutaneous approach to isolate the aortic an-
eurysm was also chosen, since the patient had already
undergone multiple surgical procedures, including
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patient was admitted for placement of a ‘‘cross-over’’
stent graft. Under local anaesthesia, percutaneous bi-
lateral common femoral access was obtained to the
Y-graft limbs. A 0.018-inch guidewire (V-18 Control
WireTM, Boston Scientific, Medi-Tech, Watertown, MA,
U.S.A.) was passed from the left limb into the right one
using a 5-F Sidewinder-1TM catheter (Cordis Europe,
Roden, Netherlands). The wire was then snared out
(Amplatz ‘‘Goose Neck’’ SnareTM, Microvena Corp,
White Bear Lake, MN, U.S.A.) through a 7-French (F)
introducer in the right groin, thereby obtaining a fixed
‘‘clothes-line’’ (Fig. 2B). Via a 14-F introducer (Check-
flowTM, William Cook Europe A/S, Bjaeverskov, Den-
mark) three 13·50-mm HemobahnTM stent grafts were
placed in tandem from the left to the right Y-graft
limb. Following multiple inflations by a 12·20-mm
angioplasty balloon (Powerflex PlusTM, Cordis Europe)
inside the stent graft, there was no retrograde opaci-
fication of the TAAA. The stent graft was patent,
without kinks resulting in a strong right femoral pulse
(Fig. 2C). The patient received 7000 U of heparin during
the procedure and antibiotics (clondamycin, DalacinÒ, Fig. 3. Contrast-enhanced magnetic resonance angiography dem-
Pharmacia & Upjohn, Solna, Sweden). Except for a onstrating the distal connection of the extra-anatomic bypass graft
to the left limb of the aortobifemoral graft and the patent cross-post-procedural left groin haematoma treated with
over stent graft.transfusions and surgical closure of the hole at the
access site, the recovery was uneventful. A pre-dis- adjusted up and down to provide an optimal route of
charged CT examination demonstrated complete passage of the endoprosthesis.
thrombosis of both the TAAA (Fig. 2D) and the IIAA. A potential future problem is prolapse of the prox-
At four-month follow-up the patient was still asympto- imal part of the endoprosthesis into the aortic an-
matic and non-invasive imaging demonstrated per- eurysm or separation of the individual stent grafts
sistent exclusion of the aneurysms and a patent cross- from each other as a result of the repetitive pulsatile
over stent graft (Fig. 3) and left internal iliac artery. action of the blood flow. To reduce the risk of this we
oversized the stent grafts 2–3 mm relative to the Y-
graft limbs and used an overlap of at least 2 cm relative
to the Y-graft limbs and between the individual stent
grafts.Discussion
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